Abstract Postmenopausal bleeding (PMB) can be due to various causes. The commonest cause is atrophy of the vagina or the endometrium. Endometrial cancer accounts for 10% cases of PMB. We present this unusual case of fibroepithelial polyp of the vagina as a cause for PMB. Vaginal fibroepithelial polyp is a rare lesion, and although benign, it can be confused with malignant connective tissue lesions. Treatment is simple excision, and recurrence is extremely uncommon.
A 67-year-old woman presented with a history of postmenopausal bleeding (PMB) for 2 months. She suffered from type 1 diabetes and essential hypertension. She had a past history of breast carcinoma and was on tamoxifen. On examination, her body mass index (BMI) was 41. Abdominal examination was inconclusive and vaginal examination not possible as she was a virgo intacta. An abdominal ultrasound demonstrated a 7×4-cm-sized retroverted uterus with endometrial thickness of 11 mm. She was booked for examination under anesthesia and hysteroscopy. This was difficult due to poor access due to body habitus and a small introitus. A 1×2-cm friable growth was noted in the anterior vaginal wall 2 cm above the external urethral orifice. The mass was removed and sent for urgent histology. Cervix was healthy. Saline hysteroscopy, endometrial biopsy, and subsequent histology were normal with no evidence of endometrial pathology.
The vaginal bleeding had settled when the woman was reviewed 6 weeks and 6 months after the surgery. The vaginal lesion was subsequently diagnosed as benign fibroepithelial polyp on histology.
Discussion
PMB represents one of the most common reasons for referral to gynecological services, largely due to suspicion of an underlying endometrial malignancy. Possible causes in order of frequency include atrophic endometritis and vaginitis, exogenous estrogens, endometrial carcinoma, endometrial or cervical polyps, endometrial hyperplasia, cervical carcinoma, ring pessary, and ovarian estrogensecreting tumors.
Endometrial cancer is present in approximately 10% of patients referred with PMB. In the above woman, the clinical suspicion for endometrial carcinoma was high. She was hence booked for urgent hysteroscopy and endometrial biopsy. However, the final cause of the PMB was the fibroepithelial polyp in the vagina.
Fibroepithelial polyp of the vagina was first described by Norris and Taylor in 1966. Although benign, it can be confused with malignant connective tissue lesions because of its bizarre histology. They typically occur in women of reproductive age but may be seen in postmenopausal women specially those on hormone replacement therapy [1] .
The mean age at diagnosis is approximately 40 years, with an age range varying from that of the newborn child to 77 years. Fibroepithelial polyp as a cause of PMB is rare [2, 3] .
Fibroepithelial polyps may develop as a result of a granulation tissue reaction after some local injury of the vaginal mucosa with hormonal factors modulating the growth [4, 5] . Delayed differentiation of myofibroblastic cells may explain why granulation tissue sometimes does not contract properly but turn into polyps.
Fibroepithelial stromal polyps of the vault after hysterectomy are an uncommon, though well-recognized finding. Both tibolone and tamoxifen have been reported to cause polyps in the endometrium and their influence on the formation of vaginal polyps is increasingly being recognized.
Histologically, fibroepithelial polyps are composed of a squamous epithelial surface with a fibrovascular stalk and edematous stroma [6] . The lesions, when bland or hypocellular, are readily recognized as benign. However, those that exhibit bizarre cytomorphology, atypical mitoses, or hypercellularity may be confused with sarcoma botryoides, rhabdomyosarcoma, and mixed mesodermal tumor [7] .
Clinically, the polyps are usually asymptomatic and are discovered incidentally during pelvic examination. They commonly occur on the lateral wall of the lower third of the vagina. The lesions are usually small and solitary, polypoid or pedunculated, and measuring 0.5 to 4 cm in size. Multiple lesions are known in pregnancy. During pregnancy, these lesions may become enlarged, very edematous, and bizarre in appearance.
Symptoms and signs may include a sensation of pressure, dyspareunia, obstruction of the vagina or urethra, vaginal bleeding or discharge, and postcoital bleeding.
Treatment is simple local excision. Recurrence is extremely uncommon.
We presented this case as a rare but important cause of PMB. The lesion is easily treated by local excision. We had expected an endometrial pathology in view of the ultrasound finding of an 11-mm endometrial thickness. It is difficult to explain the ultrasound finding, but the ultrasound findings were on a transabdominal route in a lady with a large BMI.
